Introduction

Background on IowaCare
The IowaCare program began on July 1, 2005 as a 1115 Demonstration Waiver, providing healthcare coverage for adults 19-65 years of age at 200% Federal Poverty Level (FPL) or below who did not otherwise qualify for Medicaid. In order for an FQHC to obtain status as a medical home, compliance with Level 1 Recognition criteria of the National Committee for Quality Assurance (NCQA) Recognition and Certification Requirements was necessary.
Clinics were required to demonstrate a patient-centered approach implementing processes consistent, at minimum, with certain "must-pass" elements outlined by the NCQA to achieve Level 1 Recognition. Examples of the elements included are: 1) implementing evidence-based guidelines for at least three different chronic or clinically important health conditions, 2) whole-patient orientation, 3) systematic tracking of tests, diagnostics orders, and referrals, and 4) care that is coordinated and integrated.
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Once designated a patient-centered medical home, each of the six participating FQHCs were assigned IowaCare enrollees based on their county of residence. As a medical home, these clinics were responsible for all primary care services of their assigned members; specialty and hospital services were obtained at the two participating hospitals through a referral process originating with providers and staff at the medical homes. The overarching goal of the medical home model is to provide patients with enhanced access to care that is preventive and coordinated in order to improve health outcomes at a reduced cost to patients and the system.
The IowaCare program was responsible for covering inpatient and outpatient hospital services, primary care clinic visits, limited dental services, and annual physicals. Participating FQHC primary care providers often provided additional services to IowaCare patients using internal funding and resources. In general, IowaCare providers covered generic prescription medications, some durable medical equipment, and certain laboratory and diagnostic imaging services. 4 The IowaCare program established three funding pools intended to offset the cost to clinics for providing services related to lab and radiology, care coordination following an inpatient hospital stay, and emergency department admissions.
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Purpose
The purpose of the present study was to qualitatively investigate changes related to access, quality, health status, and prevention efforts from the perspective of administrators resulting from involvement in the IowaCare program. The study also explored ways in which experience in the IowaCare provider network prepared clinics for future changes in health care and health insurance moving forward, especially with regard to ongoing implementation of the Affordable Care Act. The protocol was also designed to elicit views on practice-level changes that may have occurred as a result of participation in the IowaCare program and how this experience has prepared clinics to face the challenges of a changing health care system. More generally, the interview protocol was oriented to evaluate challenges faced by administrators and clinics in serving IowaCare enrollees and implementing the components of a medical home. Finally, respondents were asked about points of success related to understanding the program, communication with program administration, administrative logistics, and payment/financial issues.
The main research questions were:
v What were the general experiences (including challenges and successes) of clinics related to participation in the IowaCare provider network?
v How was communication between clinic staff and Iowa Medicaid Enterprise/the IowaCare program characterized?
v How was care coordination between clinics and the participating medical centers characterized?
v Have there been changes in health outcomes of IowaCare enrollees as a result of participation in the program?
v How did clinics handle any gaps in coverage as a result of services needed or sought by patients that were not covered by the IowaCare program?
v What impact has IowaCare participation had on present or future clinic capacity to address any changes in patient population that may result from ongoing implementation of the Affordable Care Act?
Methods
In-depth, telephone interviews were conducted with administrative representatives from six Federally Qualified Health Centers (FQHCs) involved in the IowaCare program. The interview protocol asked open-ended questions to elicit the largest breadth of responses. The interview guide can be found on page 39 (Appendix A).
The telephone interviews were digitally recorded and transcribed. The codebook was determined in advance of coding. The codes were developed based on the original purpose of the interviews. The transcripts were coded by a team of four coders. Intercoder reliability was established through the coding of one transcript by all coders. The coded transcripts were compared and the codebook was further revised. The coders were retrained, coded another transcript for comparison, and reached sufficient intercoder reliability.
Results
A total of 13 interviews were conducted; however, one interview had two respondents participating from the same clinic.
The following section presents the main themes uncovered by the interviews organized under five overarching categories: 1) general impact of the IowaCare program, 2) characteristics of and interactions with the IowaCare program and hospital partners, 3) financial and payment issues, 4) issues and improvements related to patient care, and 5) discussion of steps moving forward, including speculation on the impact of ACA implementation in Iowa and continuing gaps in patient healthcare services in this population.
I. General impact of program
Overall assessment
The general assessment that respondents gave about the IowaCare program was one of contradictions. One respondent summarized her thoughts:
" think the legislature as the overall concept was presented to them really had high hopes…I would say it was but in the details and the complexity of this whole thing, that's where the program fell through. 
Benefits to clinics
Participating in IowaCare did provide the clinics with some unique learning experiences and, in some cases, access to a new patient population. Providing referrals and locating supplies and services in the community that were not covered by IowaCare resulted in many of the clinics learning more about the services and partners available in their community. Some clinics also reported that through developing these relationships with other providers in the community, it raised the clinic profile in the community and resulted in more people knowing about the services they provide. One respondent said, "…we have a huge referral system, which I think we're, we're going to do awesome with that."
For some clinics, IowaCare enrollees might have been seen at the clinic before it was part of the IowaCare system. These clinics saw some financial benefit because they were now being paid for services they had been providing previously to these un-or under-insured patients for little or no cost. According to one respondent:
…from a financial standpoint, it was a great impact to us, because once again we shift those patients from uninsured, and now they were paying patients on our schedule, so it was surely an enhancement to us financially once we were taking care of those patients.
Most of the clinics reported that working with the IowaCare population gave them a better understanding of patients with complex medical histories and issues. Some clinics administrators mentioned how these complex patients nudged the clinics further along in the transition to the medical home model. 
Organizational changes to clinics
All of the respondents reported that the clinics had to make changes in order to meet the new demands of the IowaCare program and patients.
Clinics were pushed to adopt more characteristics of medical home, such as developing and refining existing referral systems. One respondent provided an example of how the referral process at his clinic had been improved as a result of participation in IowaCare:
We 
Challenges to clinic
The demands of serving a medically needy population that had limited or no access to healthcare in the past, along with the constraints and requirements of the IowaCare program, created significant challenges to clinics.
One of the initial burdens was the overwhelming influx of IowaCare enrollees into these clinics when they first joined the program. One clinic administrator detailed how the clinic had estimated the arrival of 600 IowaCare recipients, but instead had received 3 times that number of new patients enrolled in IowaCare:
The 
.to go along with it, so it was, I mean it, it nearly, nearly broke our clinic…
Respondents also talked about the financial burden of seeing patients with complex medical problems who only had access to a partial insurance plan like IowaCare. One respondent summed the situation up by stating, "…it was painful, it was somewhat painful financially, it was somewhat painful in terms of, you know, trying to work out all these arrangements, but we did it because we thought it was the best thing to do for the patient."
II. Characteristics of and interactions with the IowaCare program Frustration at the system
Frustration with the healthcare system was manifest in feelings of dissatisfaction expressed during the interviews. This dissatisfaction came from all levels -including the patients, providers, and clinics and was frequently related to practices or circumstances of participation in the program, such as when patients needed services the clinic could not provide. Because of the overwhelming demand and the constraints of the IowaCare program, many respondents expressed such frustration: 
Communication with administration
In general, respondents were very happy with the level and quality of communication between the clinics and the Iowa Medicaid Enterprise (IME). Clinic staff were thankful for the role that the Iowa Primary Care Association (IPCA) played in facilitating good communication.
Respondents felt like IME staff members were available if clinics had questions. According to one respondent: 
Care coordination
Respondents gave their assessments of the process of making patient referrals in light of program guidelines and restrictions. Many respondents described challenges related to obtaining and coordinating specialty care for patients with UIHC or Broadlawns, including challenges related to the communication between practices and these institutions.
Because referrals are a large portion of the care coordination process, some clinics reported how difficult referrals were to make and track: Based on the IowaCare experience, some clinics will be hiring more care coordinators.
III. Financial and payment issues Lack of clarity in payment system
In many cases, respondents reported tensions or conflict resulting from disagreements over which party was liable for coverage of a given service, including disputes over who was the responsible party and questions about reimbursements and billing. 
Resource demands
Many respondents described having inadequate access to resources to meet the resource demands of IowaCare enrollees, especially given the complex healthcare needs of this patient population and their lack of alternative resources. Respondents described several instances where the demand for services offered by the IowaCare program exceeded clinic resources. The demand for laboratory and radiology services and durable medical equipment was especially problematic for many clinics:
We don't really have any simple access to durable medical equipment. 
IV. Patient care Medications
Responses were mixed when it came to handling issues related to affordability and availability of medications for patients. Some clinics, by drawing on existing clinic infrastructure and resources, were able to offer medications at a reasonable cost for IowaCare patients:
Well, we offered the same program that we offer to all our uninsured patients, um, which is basically that we purchase the medication through the 340B program.
Another respondent said:
Okay, so probably the biggest thing that we helped patients with were, were medications and so we had a pharmacy on site and at least a quar-it was a pricing structure, is that we were able to help with a lot of medications, um, for… for little money um, we couldn't give it away free, but we really worked on the funding part where we could help them with medication, so sometimes in, you know, with a certain funding steam, we could offer chronic care medicine, a three month supply for just three dollars, um, we definitely helped with patient assistant programs so we help, um, our, our patients get on those programs when needed.
Others reported challenges with trying to connect patients with medications. The following respondent noted how the issue of medication expense came up when trying to coordinate specialty care with one of the hospital partners, with the care team at the hospital prescribing or recommending medications unavailable at low-cost to the patient:
One 
that people don't have money for medication and yet as people were being discharged from the University, they were being told oh just go to your medical home and they will get this-and-and I know one of them was Plavix. it's a great medicine, it, it's wonderful, it's not in our formulary, um and it takes a while to, to get a charity care um pharmaceutical program enrollment going and so patients were left without a resource in order to get, to get this medication and that was a big concern to our providers.
Emergency care
IowaCare rules resulted in changes to emergency care-seeking behavior by some patients. Administrators reported that since the IowaCare program only covered emergency care at hospital partners in Des Moines and Iowa City, many patients were hesitant to seek emergency care at their local hospitals-even when primary care providers strongly urged them to seek emergency services: 
Patient satisfaction
Despite the financial and logistical challenges of enrollment in the IowaCare program, respondents described how nevertheless a multitude of patients were extremely grateful for services rendered or access to lowcost services as a result of the program. 
Fulfillment of services gaps
The IowaCare program covered inpatient and outpatient hospital visits, physician care, limited dental services, and annual physicals for all enrollees. IowaCare also allocated pools to help offset the cost to clinics of laboratory and radiology services and durable medical equipment.
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Beyond these areas, though, many clinics were left to cover other services, 
Transportation
Although the expansion of IowaCare to incorporate regional FQHC's within its provider network was intended to offset the burden of transportation on patients, issues were nevertheless commonly expressed by or observed among patients related to transportation. Many patients faced traveling long distances to obtain primary and specialty care or lacked access to adequate transportation across the state.
Even though regional access to primary care was provided to IowaCare enrollees as a result of the establishment of these medical homes, some patients still had transportation to their primary care provider: 
Chronic illness and patient severity
Patients with chronic illnesses who had lacked routine primary care in the past presented a challenge to many clinics. A majority of respondents recalled the overwhelming influx of IowaCare enrollees after the designation of their clinics as a medical home, and how many of these patients came in with long-untreated chronic conditions: 
Um they had completely ignored their um, completely ignored their medical conditions. Unbelievable, but you run into people that are diabetic that haven't had their insulin for years because A, they didn't go to a doctor because they couldn't afford it and then they couldn't afford their medicine.
Some respondents offered lessons learned or changes in clinic flow as a result of caring for these patients: Related to chronic illness, IowaCare medical homes were often the first point of contact for the initial wave of sick patients who moved into system before ACA implementation. These patients often came to the clinics with serious medical concerns beyond the scope of typical primary care practice:
And then the first patients that we started seeing were, you know, a young patient who was a diabetic who was losing his toes. You know, just the severity of, of their um chronic diseases was overwhelming. Um, I honestly um can't remember um… the um, the hard um… the um, amount of cancer patients you know, the amount of diagnoses of cancer. I mean it was just, I would say the first year of it was so overwhelming just on how many patients it touched.
I think, I mean, I think so, you know our biggest thing was just when we brought in the IowaCare patients, yeah they had a lot of medical issues that were, they'd gone so long without being treated.
V. Moving forward ACA impact
The interview guide asked administrators to speculate about expected shifts or changes in patient population as a result of the ongoing implementation of the Affordable Care Act in Iowa. Respondents were asked if they expected to see a change in their patient population as a result of IowaCare's expiration and the implementation of broader coverage eligibility under the Affordable Care Act. Many expressed hopes that IowaCare had successfully begun the process of addressing the most serious or neglected patient cases, and that the wave of new patients seeking care under the ACA would feature fewer complicated and/or severe cases:
Uh and, I,I feel pretty good actually now going into the ACA that we at least have maybe got some of the first wave of the sickest people coming, coming through and worked into the system.
Some expressed optimism about being less overwhelmed because the numbers would be smaller and the providers might have the opportunity to provide well care. 
I don't know that our numbers will be as big as what we had with
Continuing gaps in service
Respondents were asked what additional healthcare service coverage they believe this patient population needs going forward. Gaps in coverage commonly identified by respondents included vision care, health and nutrition education, mental and behavioral health services, podiatry, home health services, and durable medical equipment. Respondents provided information about the challenges and successes of being part of the IowaCare provider network. Most responses were mixed, citing several challenges related to IowaCare participation along with successes like enhanced clinic capacity and patient gratitude.
The four most salient challenges are listed below.
v The overwhelming number of IowaCare enrollees, which placed organizational and financial strains on clinics--especially at the beginning of the program.
v The medical complexity and severity of IowaCare enrollees, many of whom had not had adequate access to healthcare services for a long time before enrollment in IowaCare.
v The gaps in services and equipment not covered by IowaCare, especially with regard to patient transportation and certain ancillary diagnostic and treatment services.
v Issues in communication between clinics and UIHC.
The most important success cited by respondents was the provision of care to many people who were in serious need of medical attention. Respondents said that while IowaCare was flawed, it nevertheless had provided a much-needed and appreciated resource to low-income Iowans who had been without sufficient healthcare for a long time.
Certain changes to clinic and provider practices were also viewed as successes of IowaCare participation, including the adoption of a more holistic or whole-person approach to treating patients. Most respondents remarked on improved organizational capacity of clinics in response to status as an IowaCare provider, including the hiring of additional staff, implementation of more efficient administrative and clinical processes, management of a larger patient load featuring more medically complex patients, and a push for administrators to reflect on the needs of their patient population.
How was communication between clinic staff and the Iowa Medicaid Enterprise/the IowaCare program characterized?
Communication is an important component of any program and is particularly vital to the effective care coordination of medically complex patients. Respondents characterized communication with the Iowa Medicaid Enterprise (IME) staff, staff at the Iowa Department of Human Services, other FQHCs, and the Iowa Primary Care Association as very positive. Program staff were described by respondents as helpful and responsive. The Primary Care Association played a key role in facilitating weekly calls and providing a foundation for open communication.
How was care coordination between clinics and the participating medical centers characterized?
Though care coordination was seen as a major challenge, all of the clinic respondents reported that their care coordination efforts had improved greatly throughout the process of treating IowaCare enrollees. The challenge of care coordination was compounded by the large number of patients and their high degree of medical complexity. Over time, though, clinics identified more resources in their communities, partnered with new agencies to provide needed services, and developed innovative strategies for filling patient needs. Some clinics resented the extra cost they were forced to absorb in order to provide patients with services or equipment, especially when the clinics felt like the label 'medical home' was really a designation for 'you are responsible for paying for all of the services this person needs.' Because of the important role care coordination played in patient management, many clinics reported wanting to hire more care coordinators to facilitate this process.
Communication between clinics and UIHC was described as problematic at best. Communication challenges were evident both at the individual patient level and at the administrative level. Clinic providers and care coordinators reported that providers at UIHC did not communicate patient results, respond in a timely manner to requests for appointments or information, and/or provide patients with treatment plans that were appropriate to the constraints of the IowaCare program. At the administrative level, many respondents believed that UIHC was not consistently following the policies determined by IME, and was not working collaboratively with IowaCare program staff and clinic staff at FQHCs.
Have there been changes in health outcomes of IowaCare enrollees as a result of participation in the program?
While most respondents did not have data available to demonstrate evidence of changes in the health outcomes of IowaCare enrollees, all of the clinics shared moving stories about the impact of providing treatment to individuals who had not had sufficient medical care in many yearsdecades, in some cases. Respondents described how breast cancer was detected and successfully treated in female enrollees, patients with heart disease were given care, and diabetic patients who had been without insulin were provided with much-needed medicine and education. Some respondents discussed their efforts to work with their patient panel to improve Hemoglobin A1C test results in diabetics and to increase cancer screening rates. Clinic staff reported that many of the IowaCare enrollees were incredibly grateful to be cared for with respect and dignity by providers and staff, and greatly appreciated the medical care available to them because of the IowaCare program.
How did clinics handle any gaps in coverage as a result of services needed or sought by patients that were not covered by the IowaCare program?
IowaCare, as a limited-coverage insurance program, was not responsible for coverage of many additional services, leaving it up to clinics to fulfill these unmet patient needs. The list of services and resources commonly mentioned by respondents that were needed but not covered by IowaCare are listed below. Transportation and prescription drugs were issues mentioned by every clinic. While some clinics were able to obtain coverage for these services through other funding sources or programs, others had to pass the cost on to their patients or find a local partner to provide the service at little or no cost.
What impact has IowaCare participation had on present or future clinic capacity to address any changes in patient population that may result from ongoing implementation of the Affordable Care Act?
All clinic respondents believed that the IowaCare experience had prepared them for the upcoming implementation of the Affordable Care Act (ACA). While clinics did not all agree about how their patient population might change as a result of ACA implementation in Iowa, all of them believed that lessons learned from IowaCare participation would help them in important ways. Some described how their experience with IowaCare had prepared them to manage the increase in patient load expected as a result of the ACA. Others believed that the medical complexity of new patients would be similar to that observed among the IowaCare population. These clinics described lessons learned as a result of their experience with IowaCare patients, such as the need to increase the time allotted for initial new patient visits given the high degree of complexity and/or severity of these patient cases. Others cited their ability to coordinate care and their experience utilizing community resources as assets gained through the IowaCare experience that will be of use with the new patient population under the ACA. Most clinics indicated that this process brought them closer to the ideal of the medical home model. However, concerns remain among clinics about meeting the demands of these new patients and how needed services will be found and paid for. Has your practice seen an improvement in health outcomes for IowaCare enrollees since implementation of medical home pilot? Example?
Are there any services that are not covered by IowaCare that your institution is offering IowaCare patients at no or little cost to the patient? What are they? (probe for….Generic prescription drugs, Durable medical equipment, Laboratory services, X-ray services, other?)
We are also interested in how your experiences with IowaCare may have helped you think about or address some of the issues facing your clinic because of changes related to the Affordable Care Act.
Will the population your clinic serves change based on the ACA? If so, how?
